MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH L :63.:02,1323

DEPARTMENT OF PUBLIC HEAI—TH AND WELFARE

’ N . : _10_03_R p STATE FILE NUMBER
DO NOT WRITE L i rimary Regfstration District No. _ egistrar’s No. _54'?.6.

ON THIS STUB

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad, |f institution: Residence hefore
a, COUNTY a. STATE b. COUNTY admission)

M

b. CITY {If cutside corporate limits, give TOWNSHIP anly) Length of stay in Ib e, CITY Inside Limits

OR OR .
1own  ST.LOULS,MO 1own GT,LOUIS M - : Yes 0 NoO. "
<. FULL NAME OF {If NOT in hospitsl, give location} Inside Limits o. STREET (I cuwiside, alvelocation) Reride on Ferm

WA STJLOUTS GI'Y HOSPa #1s |vep wen | ™ 2010 cass Yo O Ne D

3. NAME OF DECEASED Firat Middle Las 4. DATE Day Year

(Yype or print) Lo- OF -
ARTOINETTE Vi BILLUES- - DEATH MAY 1 - .

5. SEX . &, COLOR OR RACE 7. married (1 Never Marrled X |8, DATE OF BIRTH | - AGE [lost birthday) |IFTUNDER 1 YEAR | IF UNDER 24 HR

FEM HE(m Wldbwed ] Divarced [J 7 ; Manths Days "'9" gh
10a. USUAL OCCUPATION {Give kind of wark done | 10b. YIND OF BUSINESS OR INDUSTRY| 11. BIRTHFLACE (City and state or country) [ 12. CITIZEN OF WHAT COUNTRY

during most of working |ife, sven if retired T

9 oot of working lif, sven If retired) fione ST.LOULS,HD UsS.4

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

ERNESTINE BHOWN

15, WAS DECEASED EVER IN U.S. ARMED FORCES? 14 SNCIAI SECLRITY NOY Ti7. [NFORMANT Address =

{Yes, no, or unknown} ,(lf yas, give war or dates of servi ST. IDII[S GITI HSOP‘ #1.

18. $% OF DEATH (Enter only one cause per line Tor (2}, (R], and (). INTERVAL BETWEEN'
PART |, DEATH WAS CAUSED . " ONSET AND DEATH

IMMEDIATE CAUSE (a} ﬁﬂnt

VS5 300
Rev. 4/ 59

ATE AMENDED

1

o [

ol | | w

@ |~
]

0

Conditions, if any,]  OUE TO (b). QM(U[:»% —eﬂ %

which gave rise to
above couss (a},

stating the under-
lying_ cauta lsat. DUE TO (1) JQ [ a ’)

PART 1. OTHER SIGNIFICANT CDNDlTIONS CON‘IRIBUTING TO DEATH but not ull'rnd fo |he f-rmm.l PART lil. ) decessad war female wes
‘disease condition given in PART | (a} thers » pregnancy in lest 90 days.

l 1 Yes ] Rt{o_l O Unknown

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMD1CIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART |l.of item 18.}
’ 0 ]

PERFORMED?
YESH, NO O

20c. TIME OF Hour. Maonth, Day, Year
INJURY a.m.

pom. .

-20d. INJURY OCtURRED 20w. PLACE OF INJURY (e.g:, in or about home, | 20f. CITY, TQWN, OR LOCATICN COUNTY STATE

WHILE AT WORK [ farm, factary, street, office bldg., efc.)
NOT WHILE AT WORK O

her ..
21. | attended the decessnd from.sm——. mwg—_and lost saw 4 alive °n———5f10¢63—-.

Death occurred at. Y ‘on the date stated above, and to the best aof my knowledge, from the causss sulad.

DOCUMENT

AMENDMENTS "ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

22a. SIGNATURE -(Degrﬂ or title) 22b. ADDREss A 22c. DATE SIGNED
9. 1515 LAFAYEITE AVE 5/10/63 °

23a. BURIAL, CREMATION, J 23b. DATE [ Z3c. NAME OF CEMETERY OR CREMATORY 2. .LOCATION (City, town, or county) {Srate}

RENOVAL Bpeit | 3 4. Anatomical Board 8¢, Lows, Mo.

FUNERAL DIRECTOR ADDRESS : IZS DATE RECD. B8Y LOCAL REG. |24, RE%

TYPEWRITER RIBBON

SHOULD READ

KATHOON

BY AFFIDAVIT OF

ITEM NO.

L () . .
LMA‘.‘L‘A-;/ L’-ﬂ__‘_ (’ /1;_.1& A N | ek




3

i -

STATEMENI BY I.I_CEFI‘SED EMBALMER
Mo 1 .

A
N

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embalmer

Licensed Embalmer No.

T 7y P. O. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure fo comply
with the above constitutes grounds for revocation of license).

If embalmed by'a' STUDENT, hé also shall sign in his OWN handwriting.

If this Bo_dy’ is not F;nbalmed, fact shou!ld, be so stated above.

et




